annual screening for advisory leads, (2) if loss of capture is detected, even though all cases were due to lead displacement, it will allow for better planning in cases where the lead is perforated through a chamber. As there is poor correlation for the rest of the indications it might be worth conducting larger review of practices to establish whether the yield from routine screening is useful. Our institution will review practices over last 5 years subsequent to this finding.
Introduction Epidemiological data have demonstrated an independent association between sleep-disordered breathing (SDB) and atrial fibrillation (AF). We have developed an efficient and reliable screening service investigating SDB in patients (pts)>65 years with persistent AF. Polysomnography (PSG) in a sleep laboratory (lab) is the gold standard diagnostic tool but expense and waiting lists for sleep centres have resulted in a search for alternative methods. The Watch PAT (WP) is efficient and reliable with strong correlation to PSG, potentially negating the requirement for sleep lab investigation. Methods 20 pts>65 years, mean age 71 (45% male), with persistent AF awaiting treatment were investigated for SDB with WP. Total device expenditure including pt and technician cost were compared with predictive cost of PSG and sleep lab studies. Results See table 1.
According to the UK NICE definition 18/20 (90%) had evidence of SDB. 8/20 (40%) could be considered to have severe sleep apnoea. The mean REM sleep percentage was 20.4% and mean snoring intensity was 40.9 dB. WP cost was significantly less than predictive cost of PSG (p<0.0001). Conclusion: There is a high prevalence of SDB in older pts with AF and use of the WP as a screening option is feasible. The higher than average non-REM sleep and only mildly elevated snoring intensity implicates a central component in these pts related to cardiac co-morbidity. Further study is ongoing to assess AF therapy outcomes in such pts. Introduction Right ventricular septal (RVS) pacing is often recommended as a more physiological alternative to right ventricular apical (RVA) pacing. Most comparisons between the two sites have had short follow up and few trials have assessed the different pacing sites following atrioventricular node (AVN) ablation. We analysed 200 consecutive patients (pts) aged 66-96 (51% male) who underwent implantation of a pacemaker prior to AVN ablation with either RVA-or RVSpacing between 1996 to 2016. Methods All hospital notes were retrieved and reviewed. Radiographic data for the site of V lead, all hospitalisations, change in echocardiography ejection fraction (EF), QRS width trend and lead parameters were collated. All pts additionally underwent dyssynchrony echocardiography. Results See tables 1 and 2. Conclusions (i) EF of less than 40%; (ii) prior diagnosis of IHD and (iii) dilated cardiomyopathy independently predict HF admission following AVN ablation. However, there was no decrease in EF and no difference in inter-ventricular or intraventricular dyssynchrony with either pacing site after up to 20 year follow up. There was a decreased mortality rate with RVA pacing following AVN ablation after longterm follow up. We now prophylactically use CRT pacing in all pts with EF 40% and known IHD. Their outcome is part of ongoing follow up.
